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 P 000 INITIAL COMMENTS  P 000

This Statement of Deficiencies was generated as 

a result of a State Licensure initial survey 

conducted in your facility on 02/18/11 - 04/12/11, 

in accordance with Nevada Administrative Code, 

Chapter 449, Nursing Pools.

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.

Four employee files were reviewed.

                             

The following regulatory deficiencies were 

identified:

 P 048 449.7474 DUTIES OF LICENSEE OR 

APPLICANT

2.  A licensee or applicant for a  

license is responsible for:

 (a) Compliance by the nursing pool  

with all applicable local, state and  

federal laws, regulations and similar  

requirements.

This Regulation  is not met as evidenced by:

 P 048

NAC 441A.375 Medical facilities and facilities for 

the dependent: Placement and care of cases and 

suspected cases; surveillance and testing of 

employees.

3. Before initial employment, a person employed 

in a medical facility or a facility for the dependent 

shall have a: (a) Physical examination or 

certification from a licensed  physician that the 

person is in a state of good health, is free from 

active tuberculosis and any other communicable 
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 P 048Continued From page 1 P 048

disease in a contagious stage; and (b) Mantoux 

tuberculin skin test, including persons with a 

history of bacillus Calmette-Guerin (BCG) 

vaccination. 

If the employee has no documented history of a 2 

-Step Mantoux tuberculin skin test and has not 

had a single Mantoux tuberculin skin test within 

the preceding 12 months, then a 2-Step Mantoux 

tuberculin skin test must be administered. A 

single annual Mantoux tuberculin skin test must 

be administered thereafter. 

4. An employee with a documented history of a 

positive Mantoux tuberculin skin test is exempt 

from screening with skin test or chest 

radiographs unless he develops symptoms 

suggestive of tuberculosis.

5. A person who demonstrates a positive skin test 

administered pursuant to subsection 3 shall 

submit to a chest radiograph and medical 

evaluation for active tuberculosis.

6. Counseling and preventive therapy must be 

offered to a person with a positive Mantoux 

tuberculin skin test in accordance with the 

recommendations of the American Thoracic 

Society and the American Lung Association set 

forth in "Tuberculosis: What the Physician Should 

Know." 

7. A medical facility shall maintain surveillance of 

employees for the development of pulmonary 

symptoms. A person with a history of tuberculosis 

or a positive tuberculin skin test shall report 

promptly to the infection control specialist, if any, 

or to the director or other person in charge of the 

medial facility if the medical facility has not 

designated an infection control specialist, when 

any pulmonary symptoms develop. If symptoms 

of tuberculosis are present, the employee shall 

be evaluated for tuberculosis.
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 P 048Continued From page 2 P 048

Based on staff interview and record review, the 

agency failed to ensure that 2 of 4 employees 

(Employees #2 and #4) complied with state 

infection control regulations.

1.  Employee #2 hired in March of 2011 did not 

have a 2-step TB test in her personnel file.  

Administrative staff stated this employee had not 

submitted her TB tests as requested.

2.  Employee #4 hired in April of 2011 had a 

chest X-ray in 2010 because she claimed she 

had a positive PPD.  There was no documented 

evidence of the positive result in her personnel 

file.  The file also lacked a signs and symptoms 

review.
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